Introduction
Spigelian hernia (SH) is a ventral hernia that occurs through slit-like defects in the anterior abdominal wall adjacent to the semilunar line. Adriaan van der Spiegel is credited as the first to describe the semilunar line in 1645. However, in 1764 Klinkosch 1 described a spontaneous lateral ventral hernia specifically located in the semilunar line. In 1935, Scopinaro 2 was the first to report a lateral ventral hernia in a pediatric patient. SHs are rare in adults and exceedingly rare in children. Only 37 cases have been reported in the pediatric age group in a review of the literature from 1935 to 2000. 3 In children, SHs range is from newborn to 17 years of age (average, 4.52 years), they are more frequent in males than females (ratio, 3.7:1), and they are more commonly left-sided and may occur bilaterally in 15% of cases. [4] [5] [6] In adults, they most occur on the right side, between fourth to seventh decade of life, they are more frequent in women (ratio, 4:3) and are rarely bilateral. 4, 7, 8 Although adult hernias are considered to be acquired because of trauma or increased intra-abdominal pressure, the pediatric cases are suspected to be congenital.
4
It is difficult to establish the correct clinical diagnosis because there are no characteristic symptoms 9 and SH may be interparietal with no signs on inspection or palpation. 8, 10 Generally, patients present a localized pain that in time becomes diffuse and aggravating. In doubtful cases, ultrasonography (US), computed tomography (CT), and magnetic resonance imaging (MRI) can help to establish the correct diagnosis. The treatment of this hernia is surgery. We report a case of SH in a 14-year-old girl presented with recurrent abdominal pain. In a review of literature from 2000 to 2013, we collected only 24 cases of SH in children younger than the age of 14 years, for a total of 25 cases including our case. We had considered the following parameters: age, sex, side, associated risk factors, associated anomalies, and content of hernia sac. outpatient surgical with 1 year history of recurrent abdominal pain associated to swelling usually appeared on the right lower abdominal quadrant after strain and spontaneously resolved. Physical examination revealed only tenderness and discomfort to palpation of the abdomen, especially in the right lower quadrant. US of the right midabdomen, using a 7.5 MHz linear transducer, noted a fascial plane defect. With the suspected diagnosis of SH, the girl underwent open surgery under general anesthesia. A median incision presented a hernia lipoma sticking out from the lateral margin of the abdominal rectus. The orifice diameter was approximately 1.5 cm; it was as a ring like through the fibers of transversus and internal oblique muscles. The hernia sac contained a small part of the greater omentum, which was reduced. The 
Discussion
SH protrudes through a congenital or usually acquired defect of the Spigelian fascia, which is the aponeurotic layer between the rectus abdominis muscle medially and the semilunar line laterally. 8 The term "Spigelian hernia" is usually referred to hernias located cranially to the inferior epigastric vessels. Those that cross the strip of Spigelian at the triangle of Hasselbach, caudally and medially to the vessels, are called "low" and are a rare entity in pediatric surgery often misdiagnosed as an inguinal hernia. 10, 24 In 90% of cases, these hernias lies in the so-called SH belt, which is a transverse belt lying 6 cm cranial to the interspinal plane. 25 One of the weakest points is the insertion between the semilunar and semicircular line of Douglas. This line marks the caudal end of the posterior lamina of the aponeurotic rectus sheath in the infraumbilical area. In classic SH, the external oblique fascia remains generally intact and the hernial sac is located between the internal oblique muscle and aponeurosis of the transversus muscle (►Fig. 1). The etiology in children is still unclear: a congenital abnormality in the development of the abdominal wall secondary to a structural change of the internal oblique and transversus abdominis muscles, neurovascular openings in the fascia, infiltration of muscles layers with fat and muscle palsy has been hypothesized. Among male infants with SHs, 75% presented are associated with cryptorchidism and in most of these the undescended testis was found in the hernia sac. 4, 7, [21] [22] [23] There have been many hypotheses on the mechanism of this congenital association. Some authors 4, 5, 21 report that SH is the primary defect and the undescended testis takes the path of least resistance in the abdominal wall. Raveenthiran 26 instead hypothesized that the ectopic location of the testis is the primary abnormality and leads to the formation of a SH by dragging a peritoneal sac along with it. For all these authors, therefore, SH and undescended testis are in a sequence. Because of the high rate of coexistence of this two anomalies, Bilici et al 22 suggest for a congenital Spigelian-cryptorchidism syndrome, defined by defects in the Spigelian fascia, hernia sac containing the testis and absence of both the gubernaculum and the inguinal canal; on the other side, Mirilas 27 states that this association can be simply accidental:
the discussion in literature is still open. The submission of pediatric SHs is quite uncommon, therefore this often means a delayed diagnosis. They may be asymptomatic or present with no specific clinical symptoms and signs, ranging from pain, swelling, intermittent abdominal pain to an acute abdomen; in addition 20% of SHs in children present with strangulation. 4, 5, 21 Pain is usually limited to the area where the hernia has occurred; it varies in type, severity and location, and depends upon contents of hernia 28 ; the contraction of the abdominal muscles or other maneuvers that increase intra-abdominal pressure, causing or exacerbating the pain, can help toward the correct The hernial sac contains commonly testis, preperitoneal fat, small intestine, colon, omentum, although herniation of a Meckel diverticulum, gallbladder, stomach, urinary bladder, and ovary have been rarely reported in children. [3] [4] [5] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] After the hernia content reduction, the sac is excised and the fascia defect is closed with suture in layers. When the defect is larger and with coexisting recurrent risk factors, prosthetic mesh, in the preperitoneal space or above the fascia, may be required to reinforce the suture and supports the laxity of Spigelian band 7,21 (►Table 2). Table 2 Main features of Spigelian hernia
• Congenital or acquired defect of Spigelian fascia, located between the rectus abdominis muscle medially and the semilunar line laterally.
• The external oblique fascia is generally intact.
• The hernia sac is located between the internal oblique muscle and aponeurosis of the transversus muscle and contains mostly preperitoneal fat, small intestine, colon, and omentum.
• SH can be associated with cryptorchidism; in most of these cases, the undescended testis is located in the hernia sac.
• Often asymptomatic; symptoms and signs ranging from pain, swelling, intermittent abdominal pain to acute abdomen.
• Differential diagnosis with appendiceal abscess, ventral or inguinal hernia, tumor of the abdominal wall, spontaneous hematoma of the rectus sheath.
• SH in children is small and has to be repaired because of a high risk of incarceration: open surgery is the technique of choice.
